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Abstract
Background: Lowering the cost of assessing clinicians’ competence could promote the scalability of
evidence-based treatments such as cognitive behavioral therapy (CBT).
Aims: This study examined the concordance between clinicians’, supervisors’ and independent observers’
session-specific ratings of clinician competence in school-based CBT and treatment as usual (TAU). It also
investigated the association between clinician competence and supervisory session observation and rater
agreement.
Method: Fifty-nine school-based clinicians (90% female, 73% Caucasian) were randomly assigned to
implement TAU or modular CBT for youth anxiety. Clinicians rated their confidence after each therapy
session (n= 1898), and supervisors rated clinicians’ competence after each supervision session (n= 613).
Independent observers rated clinicians’ competence from audio recordings (n= 395).
Results: Patterns of rater discrepancies differed between the TAU and CBT groups. Correlations with
independent raters were low across groups. Clinician competence and session observation were
associated with higher agreement among TAU, but not CBT, supervisors and clinicians.
Conclusions: These results support the gold standard practice of obtaining independent ratings of
adherence and competence in implementation contexts. Further development of measures and/or rater
training methods for clinicians and supervisors is needed.
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Introduction
Mental illness impacts about one in every four children and young adults (Kazdin, 2017). A number
of psychotherapies are considered effective in treating mental illness, and cognitive behavioral
therapy (CBT) is among the most strongly supported. However, evidence-based treatments
(EBTs) such as CBT are frequently not used in community-based practice. Further, EBTs
often fail to demonstrate the same effects in community settings as in efficacy trials (e.g.
Hulleman and Cordray, 2009).

One approach to improving the effects of EBTs in community settings is to enhance clinicians’
treatment adherence and competence (Fixsen et al., 2005) as these have been implicated as critical
factors in community-based EBT failure (Hulleman and Cordray, 2009; Pellecchia et al., 2015).
Frequent evaluation of competence is critical to inform training efforts (Fixsen et al., 2005).
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Adherence and competence have traditionally been measured by independent raters who listen to
complete therapy session audiotapes, making their measurement costly, time consuming and
difficult to implement in community settings (Schoenwald et al., 2011). One way to address
these barriers may be to use clinicians’ or supervisors’ subjective ratings (Breitenstein et al.,
2010; Schoenwald et al., 2011). Clinician or supervisor ratings would only be useful, however,
if they were accurate (i.e. concordant with independent raters’ gold standard ratings). Thus, it
is critical to investigate the accuracy of clinicians’ and supervisors’ session-specific ratings of
clinicians’ competence, as well as factors that may improve their accuracy. These topics should
be investigated in both EBT training and treatment as usual (TAU; in which clinicians provide
their typical style of mental health care) contexts, as these settings offer complementary
perspectives on bringing EBTs to the community.

Accuracy of clinician self-report

There is significant variability in the results of prior work on the accuracy of clinicians’ session-
specific self-assessment of competence. Agreement with independent raters, as reflected by
correlations and intraclass correlation coefficients, has ranged from low to high in CBT (Brosan
et al., 2008; Carroll et al., 1998; Loades and Myles, 2016; McManus et al., 2012) and TAU
(Hogue et al., 2015; Hurlburt et al., 2010). Generally, clinicians tend to be biased reporters who
rate themselves higher in competence than independent raters (e.g. Martino et al., 2009; Peavy
et al., 2014), a pattern that extends to community-based TAU settings (Hogue et al., 2015;
Hurlburt et al., 2010). Among clinicians practicing CBT, however, findings have been mixed,
with some work finding the typical over-estimation of competence (Brosan et al., 2008; Carroll
et al., 1998; Rozek et al., 2018) but one study finding that trainees’ self-ratings were lower than
independent ratings (McManus et al., 2012) and another finding that clinicians were equally
likely to under-estimate as over-estimate their competence (Loades and Myles, 2016).

Accuracy of supervisor report

Supervisors’ reports could offer another low-cost alternative to independent ratings. That is, because
supervisors already evaluate clinicians informally, asking supervisors to make formal ratings of
clinicians’ competence would add little additional burden, compared with independent ratings
based on session recordings. The literature on supervisors’ session-specific ratings of clinicians is
somewhat limited, but findings have been similar to those found with clinician self-ratings.
Correlations between supervisors’ and independent raters’ competence ratings have been variable,
ranging from .14 to .61 in CBT and other EBTs (Dennhag et al., 2012; Martino et al., 2009; Peavy
et al., 2014). Additionally, with some exceptions (e.g. Rozek et al., 2018), supervisors of CBT and
other EBTs tend to rate clinicians’ competence higher than independent raters, a pattern
attributed to their loyalty to supervisees (Dennhag et al., 2012; Martino et al., 2009; Peavy et al., 2014).

What influences accuracy of clinician and supervisor ratings?

Identifying factors that improve clinicians’ and supervisors’ accuracy could reduce the need for
and associated costs of obtaining independent ratings. Clinicians’ competence is one such factor;
specifically, competent clinicians may be more self-aware regarding their skill level and therefore
more accurate. In support of this idea, Brosan et al. (2008) found more competent CBT clinicians
to be more accurate raters than less competent clinicians, and theorized that this was because
competent clinicians based their self-evaluations on more relevant criteria. However, another
study that compared clinician and supervisor ratings found more competent CBT clinicians to
be less accurate raters (McManus et al., 2012). A study among TAU clinicians found results
that differed by clinic and level of clinician experience, with veteran clinicians more accurate
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than novice clinicians in some clinics, but the opposite true in another clinic (Hogue et al., 2015).
Relatedly, the process of EBT training may interact with competence (Brosan et al., 2008), as the
handful of studies in which clinicians have not shown an over-estimation bias have been
conducted with trainees (Loades and Myles, 2016; Masia Warner et al., 2013; McManus et al.,
2012). Clearly, more research on this topic is needed.

Use of session recordings in supervision is another factor that may promote accurate
assessment of clinicians’ competence. Specifically, supervisors’ review of session recordings
may reduce biases and improve supervisors’ rating accuracy. Additionally, supervisors’ session
review may improve clinicians’ self-rating accuracy through provision of supervisory feedback
that corrects clinicians’ self-perceptions (Brosan et al., 2008). The British Association of
Behavioural and Cognitive Psychotherapies recommends using therapy session recordings in
supervision and discussing discrepancies between the perceptions of clinicians and supervisors
(McManus et al., 2012). Although this practice is thought to make supervisors’ and clinicians’
perceptions more accurate, this assumption should be tested.

Current study

We investigated the concordance of session-specific competence ratings made by clinicians,
supervisors and independent observers in a randomized controlled trial of school-based CBT
versus TAU for pediatric anxiety. Although prior work has compared different raters’ concordance
in CBT and other EBTs (Dennhag et al., 2012), to our knowledge this is the first study to
examine concordance of competence ratings in CBT and TAU, offering a window into how CBT
training may lead to differences in agreement about competence. In addition, although one study
has examined school counselors’ rating concordance with consultants (Masia Warner et al., 2013),
this is the first study to examine school-based clinicians’ concordance with independent raters.

Aims and hypotheses

Aim 1
To examine the agreement between independent observer, clinician and supervisor ratings of
competence in CBT and TAU.

Hypothesis 1
Clinicians and supervisors will over-estimate competence, compared with independent observers.

Aim 2
To examine the impact of clinicians’ competence on clinician and supervisor rating accuracy.

Hypothesis 2
More competent clinicians will be more accurate self-raters than less competent clinicians.

Aim 3
To examine whether supervisory session observation improves supervisors’ rating accuracy.

Hypothesis 3
Session observation will be associated with higher agreement among raters.

Method
Participants

Clinicians
Participants included 24 TAU and 35 CBT clinicians. Interested clinicians were recruited
from American public schools serving 5- to 18-year-olds via district supervisors, professional
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development seminars and word of mouth. Table 1 presents information on clinicians’
demographics and participation in supervision. There were no significant group differences in
pre-randomization demographic characteristics, but a greater percentage of the CBT group
participated in supervision, χ2 (1)= 10.23, p< .01.

Supervisors
Three CBT and five TAU supervisors, recruited through word of mouth, participated. All three
CBT supervisors were female doctoral-level clinical psychologists with extensive training in
delivering, training and supervising CBT for pediatric anxiety. Two CBT supervisors were
Caucasian and one was Biracial (Caucasian and African American). The TAU supervisors
included three Caucasian females, one African American female, and one Caucasian male who
were Master’s level clinical social workers and clinical psychologists, selected because their
therapeutic orientation was non-CBT based (e.g. psychodynamic, play therapy).

Independent raters
Eight independent raters completed ratings of therapeutic competence. All independent raters
were doctoral-level psychologists in clinical psychology or a related field. Rater training
consisted of co-rating and discussing several sessions with the treatment developer, and then
matching within 1-point of the treatment developer on 80% of treatment adherence and
competence items for two independently rated sessions.

Child participants
Session data from 203 of the 216 students enrolled in the trial (all students with a session rated by
at least one rater) were used in the current study. Students were recruited through referrals from
clinicians, teachers and other school staff, and parents who received a flyer. Characteristics of
these students are presented in Table 2. In this sample (unlike the full sample), the TAU
group included a larger percentage of African American students and the CBT group included
more Caucasian students. For additional information about child participants and inclusion
criteria, see Ginsburg, Pella, Pikulski, Tein and Drake (in press).

Table 1. Characteristics of clinicians

Clinician TAU (n= 24) CBT (n= 35) t-test or χ2 p-value

Age: mean (SD) 42.6 (11.8) 43.3 (11.4) –0.23 .82
Women 23 (96%) 30 (86%) 1.60 .21
Race

Caucasian 17 (71%) 26 (74%) 0.05 .83
African American 4 (17%) 6 (17%) —* 1.00

Degree
PhD/PsyD 3 (13%) 4 (11%) —* 1.00
Post-Masters training (CAS, CAGS,

6th year degree, EdS)
5 (21%) 8 (23%) 0.03 .87

MA/MS/MSW/LCSW/NCSP/LPC/LCPC 15 (63%) 22 (63%) 0.00 .97
Years of clinical experience: mean (SD) 13.7 (7.5) 15.0 (11.5) –0.52 .61
Any participation in study supervision 16 (67%) 34 (97%) 10.23 .001
Number of supervision meetings attended:

mean (SD)
7.4 (12.1) 11.0 (8.9) –1.33 .19

p-value represents significance of chi-square or independent t-tests for differences between groups.*When expected cell counts
were under 5, Fisher’s exact test was used instead of chi-square.
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Procedure

Data were collected as part of a randomized clinical effectiveness trial of a modular CBT for
anxiety. Clinicians assigned to the CBT condition attended an 8-hour group training session
on modular CBT, pediatric anxiety and study procedures. The majority of the training focused
on the CBT modules, utilizing active learning techniques such as role plays. TAU clinicians
attended a 3-hour training session on pediatric anxiety and study procedures. TAU clinicians
were subsequently asked to provide the therapeutic strategies they would typically provide to
anxious students; use of CBT was not explicitly restricted. Clinicians in both groups were
assigned supervisors immediately after enrollment of their first study child. Supervision was
optional, but available for up to 12 hours over the course of treatment. Supervision typically
occurred over the telephone. Clinicians and supervisors were compensated $35.00 and $50.00,
respectively, for every supervision hour. After each supervision session, supervisors were asked
to complete a clinical supervision form which included a rating of clinicians’ competence
(described below).

Clinicians were instructed to provide one therapy session per week with each study child, for
12 weeks; on average, participants in the current study received 9.9 (SD= 3.2) sessions. Clinicians
audio-recorded sessions and transferred recordings to supervisors and study staff. About
26% (n= 395) of available sessions (N= 1516) were randomly selected and coded by
independent raters; 245 (62%) were from the first six sessions of therapy and 150 (38%)
were from the second six sessions, reflecting the overall distribution of available sessions.
After each session, clinicians were asked to complete a session summary form which
included a self-rating (described below). The order of clinician self-rating and supervisor
rating was not standardized. For a description of the intervention and full study procedures,
see Ginsburg et al. (in press).

Measures

Demographic questionnaires
Clinicians completed a 15-item measure that assessed demographic and professional characteristics
(e.g. age, education). Demographic information for child participants was collected through a
24-item measure completed by primary caregivers.

Table 2. Characteristics of child patients

Child patients TAU (n= 67) CBT (n= 136) t-test or χ2 p-value

Age: mean (SD) 11.5 (3.6) 10.6 (3.2) 1.59 .11
Female 33 (49%) 69 (51%) 0.04 .84
Race 9.50 .02

Caucasian 39 (58%) 93 (68%)
African American 26 (39%) 29 (21%)

Family income 4.80 .09
$0–30,999 18 (27%) 20 (15%)
$31,000–60,999 14 (21%) 25 (18%)
Over $61,000 30 (45%) 77 (57%)

Receiving free/reduced lunch 27 (40%) 35 (26%) 4.18 .04
Primary diagnosis

Generalized anxiety disorder 36 (54%) 87 (64%) 1.97 .16
Social phobia 21 (31%) 26 (19%) 3.77 .05
Separation anxiety disorder 7 (10%) 20 (15%) 0.71 .40
Specific phobia 1 (2%) 2 (2%) —* 1.00
Anxiety disorder not otherwise specified 2 (3%) 1 (1%) —* .25

p-value represents significance of chi-square or independent t-tests for differences between groups.*When expected cell
counts were under 5, Fisher’s exact test was used instead of chi-square.
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Supervisor ratings of competence
After each supervision session, supervisors completed an 11-point rating scale which read ‘Please
rate your perception of this clinician’s competence in providing effective treatment/CBT for this
anxious youth this week’ with ‘treatment’ used for TAU clinicians and ‘CBT’ used for CBT clinicians.
Ratings ranged from 0 (not at all competent) to 10 (extremely competent). Supervisors also indicated
whether they had listened to the audio-recorded session.

Clinician self-rated confidence
Clinicians’ self-rated confidence was measured with an item on the session summary form,
completed after each therapy session. This item was designed to align with supervisor ratings
of competence, but used different language and should be viewed only as a proxy for self-
assessed competence, and not as a true rating of competence. The item was identical for TAU
and CBT clinicians, and read, ‘How confident are you in your ability to provide effective
treatment for this anxious child?’. Clinicians made ratings on an 11-point scale ranging from
0 (not at all confident) to 10 (extremely confident).

Independent rater Treatment Adherence and Therapist Competence (TATC)
The TATC (Ginsburg et al., 2012) included 11 items reflecting non-specific therapeutic factors
(e.g. working alliance, professionalism) rated on a 4-point scale ranging from 1 (poor) to 4 (very
good), which were averaged into a non-specific quality measure. Raters also completed an overall
competence item aligned with the language and scale of the clinician and supervisor measures,
which read, ‘Please rate your overall perception of this clinician’s competence in providing
effective treatment for this anxious youth during this session’. Ratings were made on an 11-point
scale ranging from 0 (not at all competent) to 10 (extremely competent). Fifteen percent of
the recordings were double coded for inter-rater reliability. The one-way, random effects, single
measures intraclass correlation coefficients for the competence and non-specific quality measures
were .58 (95% confidence interval (CI): .39 to .73) and .63 (95% CI: .45 to .76), reflecting
moderate reliability (Koo and Li, 2016). However, to facilitate comparison with inter-rater
correlations (which are appropriate when measures are not identical) in the Results, the inter-rater
correlations for competence and non-specific quality were r (61)= .60 and .63, both p values< .001.

Results
There were 652 TAU and 1307 CBT sessions with confidence/competence ratings from at least
one rater. Figure 1 shows the distribution of ratings by raters. Although many sessions were rated
only by one rater – primarily clinicians – these single rater sessions were included only in the
group means and standard deviations presented in Table 3.

Aim 1: To examine the agreement between independent observer, clinician and supervisor
ratings of competence in CBT and TAU

Agreement between raters was assessed in two ways. First, paired samples t-tests and Cohen’s
d-scores compared average ratings between different rater groups. Second, correlations measured
consistency in perceptions between rater groups. Differences in correlation magnitude were
examined with Fisher r-to-z transformations (Lowry, 2001–2018). No corrections for multiple
comparisons were used.

Clinicians vs independent observers
As shown in Table 3, clinicians rated their competence higher than independent observers, with a
large effect for TAU clinicians (d= 1.08; t (110)= 11.40, p< .001) and a small effect for CBT
clinicians (d= .30; t (259)= 4.90, p< .001).
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Supervisors vs independent observers
TAU supervisors rated clinicians’ competence higher than independent observers (d= 2.32;
t (63)= 18.54, p< .001). In contrast, CBT supervisors rated clinicians’ competence lower than
independent observers (d= –.41; t (100)= –4.10, p< .001). However, while TAU supervisors
consistently rated their supervisees higher than independent observers, the CBT results were
driven by one CBT supervisor (‘CBT Supervisor A’) who rated her supervisees significantly
lower than independent observers; the ratings of the other two CBT supervisors did not differ
from independent observers.

Clinicians vs supervisors
CBT clinicians rated their competence higher than their supervisors (d= .43; t (310)= 7.51,
p< .001). In contrast, TAU clinicians self-rated competence lower than their supervisors
(d= –.97; t (252)= –15.43, p< .001).

Correlations
Inter-rater correlations are presented in Table 3 with CBT correlations in bold and TAU
correlations in italics. Correlations of CBT and TAU clinicians, supervisors and independent
observers were small to medium (.13 to .48). For independent raters, we included two measures
of competence to examine whether the aggregated measure of non-specific quality would
correlate with other raters’ scores more strongly than the single-item measure of competence.

Table 3. Means, standard deviations and correlations between competence ratings of different raters, for TAU and CBT

Clinician-rated
confidence

Supervisor-rated
competence

IE-rated
competence

IE: non-specific
quality

Mean (SD) 6.82 (2.11) 8.38 (1.38) 3.63 (2.31) 2.31 (0.76)
Clinician-rated

confidence
7.20 (1.82) — .48*** .26** .41***

Supervisor-rated
competence

5.96 (2.36) .13* — .21 .24

IE-rated competence 6.46 (2.05) .19** .17 — .83***
IE: non-specific

quality
2.98 (0.72) .16* .26* .88*** —

IE, independent evaluator. Top-right corner of table (italic numbers) represents values for treatment as usual (TAU). Bottom-left corner of
table (bold numbers) represents values for cognitive behavioral therapy (CBT).
*p< .05, **p< .01, ***p< .001.

Figure 1. Distribution of rated sessions across informants.
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The averaged non-specific quality measure did not correlate more strongly with clinicians’ and
supervisors’ ratings than the independently rated single-item measure of competence (all
z-values< 1.20). Interestingly, CBT Supervisor A’s ratings correlated well with independent
ratings, r (26)= .58, p< .01, whereas the other CBT supervisors had small, non-significant
associations with independent observers (r (18)= .06 and r (57)= .13).

Aim 2: To examine the impact of clinicians’ competence on rating accuracy

We created low and high competence groups (as rated by independent raters) with median splits
within TAU (0–3 vs 4�) and CBT (0–6 vs 7�). To compare rating accuracy between low and high
competence groups, we calculated discrepancy scores, which took the absolute value of the
difference between the two raters’ scores, representing the distance between raters’ scores,
irrespective of direction. Independent samples t-tests and Cohen’s d-scores examined
differences in discrepancy scores between high and low competence groups. Correlations
assessed inter-rater consistency, and Fisher r-to-z transformations identified differences in
correlation magnitude. No corrections for multiple comparisons were used.

TAU
As shown in Table 4, TAU clinicians who were rated as more competent by independent raters had
lower discrepancies among raters than less competent clinicians, d values= –.84 to –2.45. Inter-rater
correlations did not statistically differ between less and more competent TAU clinicians.

Table 4. Agreement among raters of clinicians’ competence by competence level and supervisor use of session tapes

Low competence High competence t-test or z-score

TAU n= 68 n= 47
Clinician–IE discrepancy 4.29 (2.38) 1.82 (1.43) t (107.6)= 6.79, p< .001
Clinician–IE correlation .00 .11 z= 0.56, p= .58
Supervisor–IE discrepancy 6.51 (1.53) 2.96 (1.36) t (62)= 9.24, p< .001
Supervisor–IE correlation .16 .43* z= 1.07, p= .28
Clinician–supervisor discrepancy 2.85 (1.64) 1.71 (1.04) t (62.5)= 3.45, p= .001
Clinician–supervisor correlation .49** .57** z= 0.40, p= .69

CBT n= 134 n= 147
Clinician–IE discrepancy 2.55 (1.70) 1.43 (1.38) t (232.8)= 5.76, p< .001
Clinician–IE correlation .26** .01 z= –2.04, p= .04
Supervisor–IE discrepancy 1.98 (1.24) 3.07 (1.88) t (94.1)= –3.50, p= .001
Supervisor–IE correlation .40** .11 z= –1.51, p= .13
Clinician–supervisor discrepancy 2.97 (2.11) 2.80 (1.98) t (87)= 0.40, p= .69
Clinician–supervisor correlation –.12 .06 z= 0.81, p= .42

No audio review Audio review t-test or z-score

TAU n= 20 n= 211
Supervisor–IE discrepancy 8.67 (0.58) 5.09 (2.19) t (59)= 2.81, p= .007
Supervisor–IE correlation —

‡ .28* n/a
Supervisor–clinician discrepancy 2.70 (1.42) 2.54 (1.71) t (229)= 0.42, p= .68
Supervisor–clinician correlation –.36 .54*** z= 3.88, p< .001

CBT n= 62 n= 238
Supervisor–IE discrepancy 1.65 (1.46) 2.80 (1.71) t (96)= –2.60, p= .011
Supervisor–IE correlation .46 .11 z= –1.33, p= .18
Supervisor–clinician discrepancy 1.68 (1.39) 2.60 (1.83) t (122.6)= –4.32, p< .001
Supervisor–clinician correlation .48*** .09 z= –2.99, p= .003

IE, independent evaluator; TAU, treatment as usual; CBT, cognitive behavioral therapy. Discrepancies are absolute values of the differences
between raters; tables presents means (standard deviations, SD). t-tests reflect differences in discrepancy scores between groups, and
z-scores reflect differences in correlations between groups. High and low competence groups were based on within-group median splits
of the IE-rated single item measure of competence.
*p< .05, ***p< .001.‡Could not be computed because values for supervisor ratings were constant (i.e. all sessions were rated a 10 by
supervisors).
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CBT
Findings were mixed within the CBT group. CBT clinicians who were independently rated as more
competent had lower discrepancies with independent raters than less competent clinicians, d= –.72,
but also had lower correlations with independent raters than less competent clinicians, z= –2.04,
p< .05. Additionally, when CBT clinicians were more competent, their supervisors were more
discrepant from independent raters than when CBT clinicians were less competent, d= .69.
Results were not driven by any individual supervisors.

Aim 3: To examine whether supervisory session observation improves supervisors’ rating
accuracy

Independent samples t-tests compared discrepancy scores between sessions for which supervisors
did and did not review audiotapes. Differences in inter-rater correlations were examined using
Fisher r-to-z transformations. No corrections for multiple comparisons were used.

TAU
As shown in Table 4, when TAU supervisors listened to session audiotapes, they were less
discrepant from independent observers than when they did not review sessions, d= –1.66. In
addition, TAU clinicians and supervisors had stronger agreement as reflected by correlation
when sessions were reviewed than when they were not reviewed, z= 3.88, p< .001. Thus,
within the TAU sample, session observation appeared to improve supervisors’ and clinicians’
rating accuracy and concordance.

CBT
It initially appeared that when CBT supervisors listened to session audiotapes, they were more
discrepant from independent observers than when they did not review sessions. However,
upon examination, one supervisor (‘CBT Supervisor B’), who did not observe the majority of
sessions for which she provided supervision (66 of 77) and instead typically made ratings
based on session discussion in supervision, skewed analyses. Specifically, CBT Supervisor B’s
competence ratings were less discrepant from independent observers (mean= 1.53) and marginally
less discrepant from clinicians’ ratings (mean= 1.42) when she did not review session audio,
compared with when she did (mean= 5.00 and mean= 3.00, respectively), t (16)= –3.78, p< .01
and t (8.59)= –2.14, p= .062. In contrast, the discrepancies of CBT Supervisors A and C
(who observed 258 of the 268 sessions for which they provided supervision), did not differ,
whether or not sessions were observed. Thus, the findings of session review being associated
with poorer agreement with independent observers do not appear generalizable. However, we
did not find support for the hypothesis that session observation would improve rater
agreement in the CBT sample.

Discussion
A significant barrier to EBT adoption and sustained effectiveness in community settings is costly
evaluation of treatment adherence and competence by independent raters. This barrier might be
lowered if clinician or supervisor ratings of clinician competence were accurate, or if factors
predicting their accuracy could be identified. This study examined the concordance of
competence ratings among CBT and TAU clinicians, supervisors and independent observers
(Aim 1) and tested whether clinician competence and supervisor observation of sessions
improved concordance (Aims 2 and 3). Although limited by the fact that measures were
neither consistent between raters nor validated, the results offer an interesting signal and
suggest directions for future research.
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Concordance of ratings

Consistent with our hypothesis and much prior work (e.g. Dennhag et al., 2012; Hogue et al.,
2015), in the TAU condition, both clinicians and supervisors over-estimated clinicians’
competence, compared with independent observers. Although CBT clinicians also over-estimated
their competence compared with independent observers, CBT supervisors instead under-estimated
competence compared with independent raters. Examining inter-rater correlations, clinicians’ and
supervisors’ agreement with independent observers was fairly low in both the CBT and TAU
groups, consistent with some prior work (e.g. Dennhag et al., 2012; Hurlburt et al., 2010) but
lower than other studies (e.g. Brosan et al., 2008).

Given these findings of generally poor clinician and supervisor rating accuracy, although they
are costly, independent ratings of competence are probably needed in most EBT implementation
contexts. Certain supervisors may be more accurate raters than others (e.g. CBT Supervisor A),
and these supervisors’ competence ratings may be useful measurement tools; however,
independent ratings would be necessary to identify which supervisors can make accurate
ratings. Some research has found that supervisors (Reichelt et al., 2003) and clinicians (Loades
and Myles, 2016) can improve their rating accuracy through training, while other work has
failed to find training helpful (Loades and Armstrong, 2016; Wain et al., 2015). Future work
should explore individual differences in rating accuracy and ways to improve it.

Another direction for future research is to identify aspects of measurement that impact
clinicians’ and supervisors’ rating accuracy, to promote the development of adherence and
competence measures on which clinicians and supervisors can be reliable with independent
observers. For example, clinicians can be good reporters of clearly defined elements of
adherence (e.g. coverage of a specific CBT module, assignment of homework) based on their
informal, verbal report to supervisors during consultation (Ward et al., 2013). Additionally,
measures of adherence and competence based on tallying instances of clinicians’ specific
verbal behaviors appear to promote clinicians’ and supervisors’ inter-rater reliability to a
greater extent than the broad competence ratings used in this study (Caron and Dozier,
2019). Although we failed to find that the 11-item non-specific quality scale was more highly
correlated with clinicians’ and supervisors’ ratings than the single-item competence rating,
future research should examine the benefits of multi-item scales for various raters. For
example, the multi-item scale may have calibrated independent raters’ use of the single-item
measure, as they typically completed the non-specific ratings prior to scoring overall
competence, and correlations between the measures were high (r values> .80).

Impact of competence on rating accuracy

Consistent with prior work (Brosan et al., 2008; McManus et al., 2012), findings regarding the
impact of clinicians’ competence on rating accuracy were mixed. Specifically, as hypothesized,
more competent TAU clinicians had lower discrepancies with supervisors and independent
raters than less competent clinicians. These results were consistent with the results of Brosan
et al. (2008), who recruited a sample of CBT clinicians practicing independently; in both of
these groups that were practicing as usual, more competent clinicians were more accurate in
assessing their competence. In the CBT group, however, findings were mixed, with some
results suggesting that more competent CBT clinicians were less accurate self-raters and also
received less accurate supervisor ratings. In line with these findings, McManus et al. (2012)
found that more competent CBT trainees tended to be less accurate self-raters; similar to the
sample of McManus et al. (2012), the CBT clinicians in this study were learning to implement
a therapy new to them. In the context of learning and practicing new material, perhaps more
competent therapists are more self-critical and therefore less accurate in assessing their
competence than less competent clinicians. In sum, the current results suggest that more
competent clinicians who are practicing as usual and are not learning new practices are likely
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to be more accurate self-raters than others, whereas competent clinicians learning EBTs may
struggle to accurately evaluate their performance. However, more research is needed to further
explore training stage as a potential moderator of clinician and supervisor rating accuracy, as
well as other possible reasons for discrepant findings, including methodological and rater
differences between studies (McManus et al., 2012).

Impact of supervisory session observation on rating accuracy

Consistent with hypotheses, supervisors’ perceptions of TAU clinicians’ competence were more in
line with independent observers when supervisors reviewed session audiotapes. These results
suggest that listening to session audiotapes improved the accuracy of TAU supervisors’
perceptions of clinicians, probably because supervisors and independent raters were basing
ratings on the same material (i.e. what occurred during the session) as opposed to clinicians’
self-report to supervisors about sessions. In addition, the correlation between TAU supervisors’
and clinicians’ ratings of competence was higher when sessions were reviewed than not. These
results suggest that session review helped to align clinicians’ and supervisors’ perceptions of
performance, perhaps because it allowed supervisors to provide feedback that corrected clinicians’
self-perceptions (Brosan et al., 2008). Thus, it appears that session observation in supervision,
although under-utilized in community settings, may be helpful, consistent with recommendations
in the field (e.g., Hurlburt et al., 2010).

We cannot draw conclusions about the effects of session observation in the CBT sample, as
large supervisor differences influenced analyses, and the small supervisor sample size limited
generalizability. Supervision in the current study was fairly unstructured (e.g. session audio
review was optional), which probably contributed to these large CBT supervisor differences.
Our results suggest that individual level effects of CBT supervisors should be considered in
future research, and CBT supervisors’ evaluations of clinicians’ competence may be affected
when deviating from their typical supervisory practices.

Strengths and limitations

The current study had several limitations related to measurement. First, the only measure shared
across both TAU and CBT groups, and all three sets of raters, was a single-item measure of
therapeutic competence/confidence. These measures were not validated, which would have
allowed comparison of this study with other samples. Although the items for supervisors and
independent raters had very similar wording and directly assessed ‘competence,’ the item for
clinicians asked about ‘confidence.’ While we thought that indirectly assessing competence
with this language would be more comfortable for clinicians, it is unknown how assessing
confidence instead of competence affected our results, and it is possible that directly assessing
competence would have led to higher agreement with independent raters. Future work should
include validated multi-item measures of both adherence and competence that are identical
across raters. Another limitation of the measurement was that the order of ratings was not
standardized; specifically, clinicians could have completed their ratings before or after
supervision, and could have been independent from or influenced by supervisors’ input.
Additionally, although sessions were selected randomly for independent rating, clinician and
supervisor ratings depended on their completion of measures, and were not available when
clinicians did not participate in supervision or complete session summary forms, which may
have biased results. Relatedly, correlations between raters were conducted on different
subsamples of tapes. Furthermore, supervisors’ ratings were probably biased by prior
knowledge and global perceptions of clinicians. Independent ratings may also have been
influenced in these ways; for example, one author who rated many tapes had a ‘favorite’ TAU
clinician. In addition, inter-rater reliability on the TATC among trained raters was only
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moderate, setting a low ceiling for what we could expect from clinicians and supervisors. A final
limitation is that independent raters probably believed in the efficacy of CBT and influenced the
size of the TAU group’s discrepancies from independent raters. Although we chose not to directly
compare the CBT and TAU groups because of this issue, future work may benefit from using
unbiased raters and measures.

The study also had several strengths. First, the session-level sample size was large, and allowed
analyses that split the sample into CBT and TAU groups, and further splitting of the sample by
competence, audio review and CBT supervisor. Additionally, the randomization of clinicians to
conditions allowed us to infer that different patterns of results between the groups, such as the
mixed findings with regard to impact of clinician competence on rating accuracy, are due to
training condition. Although use of CBT was not restricted in the TAU condition, it was low;
specifically, 14% of the independently rated TAU sessions were identified as utilizing cognitive
behavioral strategies, demonstrating group differentiation (Ginsburg et al., 2019). In addition,
many randomized trials do not include supervision in a TAU condition, but because
supervision was provided, TAU supervisors’ ratings were available, and the effect of audio
review of sessions by both CBT and TAU supervisors could be examined, a novel
contribution to the literature. Finally, the study clinicians were recruited from schools and
intervened with children in the school setting. Understanding strategies to support the process
of training community-based clinicians in EBTs is a critical target for the field, and schools
represent a particularly important context for community-based implementation of EBTs
(Farmer et al., 2003).

Conclusions
In summary, this study found that both CBT and TAU clinicians and supervisors had fairly low
correlations with independent observers. Hypotheses tended to be supported in the TAU group,
but not the CBT group, which may reflect a destabilizing impact associated with learning a new
EBT. Specifically, higher levels of clinician competence and supervisory session observation
appeared to promote alignment between the perspectives of TAU clinicians, supervisors and
independent raters. However, findings were variable among CBT clinicians and supervisors.
More work is needed to identify measures of adherence and competence on which clinicians
and supervisors can achieve acceptable reliability with observers, and training or feedback
procedures to promote clinicians’ and supervisors’ rating accuracy. Until these measures and
procedures are validated, independent observer ratings should continue to be used in
implementation contexts as the demand for EBTs increases.
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